Introduction
Global HIV incidence may have peaked 1 but calls for scaling up prevention have not diminished. The number of new infections worldwide remains high (4.1 million in 2005) with some regions previously unscathed experiencing rising incidences of HIV. 2 The number of patients presenting late at health facilities with advanced HIV/AIDS is also a cause of concern. In general, there is a growing sense of frustration that global efforts to prevent HIV/AIDS are being outpaced by the spread of the pandemic. 3 Consequently, calls have been made for a more pragmatic approach to containing the disease, with routine and mandatory testing gaining increasing attention. The US Centers for Disease Control and Prevention (CDC) recently proposed a new approach for HIV testing in adults, adolescents and pregnant women under which testing will be routinely offered in all health-care settings. No signed consent from patients would be required under this new proposal; the general consent for medical care would be considered sufficient to encompass consent for HIV testing. 4, 5 Former US President Bill Clinton has also lent support for mandatory HIV testing in countries where the prevalence rate is 5% or higher. 6 Political support for mandatory testing has been seen in countries like India, where the state government of Goa has proposed mandatory premarital testing, and in China, which plans to test all workers in the tourism industry. 7 But would routine or mandatory testing make any difference in preventing HIV/ AIDS in sub-Saharan Africa?
Access to treatment
HIV testing and treatment are inextricably linked; access to treatment and medical care is as essential to encouraging testing as testing is essential to expanding treatment. While recent debate about scaling up HIV/AIDS prevention has passionately focused on expanding testing, especially in sub-Saharan Africa, calls for scaling up access to treatment on the continent have been less vigorously heeded. This is not to say that no progress has been made in expanding access to treatment. There have been significant improvements following the "3 by 5" initiative, but even with those improvements, only 18 out of the 53 countries in Africa had 25% or more antiretroviral (ARV) coverage in June 2006. 3 The "3 by 5" initiative, albeit laudable, appears to have suffered a fate similar to other impressive but unrealistic ideas of the WHO, including the health for all philosophy. Fig. 1 shows estimated access to antiretroviral therapy by geographical region in 2005.
The unmet ARV needs of subSaharan Africa remain disproportionately high. About 4.2 million people in need of treatment were without access to ARV therapy in June 2005. In countries such as the Democratic Republic of the Congo, Ghana and the United Republic of Tanzania, ARV therapy coverage was below 5%. 8 In contrast, about 70% of the estimated 15 310 people living with HIV in Australia in 2005 were receiving antiretroviral treatment. 9 There is no denial that even without treatment, testing and knowledge of one's HIV status are important because a positive HIV test could activate behaviour modifications that may reduce the risk of onward transmission of the virus. However, while some individuals even without access to treatment may have incentives to know their HIV serostatus, the logic of undergoing testing when there is clear evidence of no access to treatment may seem perverted at best to many people. Whether routine or mandatory, the rationale behind avoiding HIV testing where there is no hope for treatment, if needed, is not hard to digest. Scaling up access to treatment therefore is a vital step towards encouraging testing in sub-Saharan Africa and dispelling the misconception that HIV/AIDS is a "death sentence" -a misconception that increases fear and obstructs testing.
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Weak health systems
African health systems are abysmally weak; inadequate health workforces, poor management, and inefficient resource allocation and utilization have severely weakened the capacity of most health systems on the continent. 11 It is widely believed that even if sufficient antiretroviral drugs were to be available, distribution to all those in need of treatment would still be a problem in most countries. Inadequate health workforces are perhaps the most serious of all the challenges. Poor working conditions and low salaries have triggered a wave of migration of health professionals from sub-Saharan Africa to western countries. In Ghana, for example, about 61% of doctors trained locally between 1984 and 1995 have left the country; 12 the public-sector medical vacancy rate was 47% in 2002 and even higher (57%) for registered nurses. Data from Zambia and Zimbabwe show a similar picture of attrition from public-sector health employment, with losses of 15-40% per annum. Of the 1200 physicians trained in Zimbabwe during the 1990s, only 360 were still practising in the country by 2001.
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Given the weakness of health systems in sub-Saharan Africa, in particular the acute shortage of health personnel, it is incomprehensible that routine or Perspectives Routine or mandatory HIV testing in sub-Saharan Africa AD Asante mandatory testing per se would lead to any drastic improvements in HIV/AIDS prevention or treatment and care on the continent. Rather than calling for routine or mandatory testing, the limited access to health professionals which is seriously undermining HIV prevention, treatment and care in sub-Saharan Africa should be addressed. Chen and colleagues observed that sub-Saharan African countries must nearly triple their current number of health workers by adding the equivalent of one million workers through retention, recruitment and training if they are to come close to approaching the Millennium Development Goals (MDGs) for health.
14 Sub-Saharan African countries surely cannot do this alone; they would need support from the countries who recruit health workers from the continent. A comprehensive approach that includes immediate measures to stop the migration of health workers is paramount. In addition, substantial investments are required in training more health professionals to make up the current shortfalls. This may seem a long-term solution but 25 years down the track in the battle against AIDS, nothing should be discarded on the basis of being long-term.
The culture of health service utilization
The culture of health service utilization in Africa raises concerns about the feasibility of routine or mandatory HIV testing. Africans in general, and particularly the poor, do not use health services unless they are very sick or there is a specific need. 15 The concepts of preventive health care and health promotion do not appear to have caught up with most of the population. Even in times of infirmity, studies have shown that self-medication and the use of traditional medicine are usually the first line of action. 16, 17 This culture of poor health service utilization has been sustained by the high level of poverty in Africa and the limited access to health facilities often culminating in long and arduous hours of travel to see a doctor. 18 A key consequence of this is the high incidence of late HIV/AIDS diagnosis across Africa and among African immigrants overseas.
Routinely testing people presenting at health facilities for HIV with or without their consent, in an environment of poor health service utilization, would have limited impact on prevent- ing HIV/AIDS as significant numbers of non-regular users of health services will be missed. This is not to say that testing people routinely at health facilities may not have any positive effects; it could lead to an increase in the number of people tested for HIV on the African continent. However, for routine or mandatory testing or any other policy that focuses on health-care settings to have the maximum impact in Africa, a massive educational effort on healthcare use is as essential as the removal of financial and other barriers to accessing health care.
Stigma and discrimination
HIV-related stigma and discrimination remain widespread in Africa. 19 Despite having the highest number of HIV cases and AIDS-related deaths, people identified as living with HIV/AIDS still face serious discrimination from and together with their families. AIDSrelated discrimination can manifest in different ways -from inappropriate comments to breaches of patients' confidentiality, delay and refusal of treatment and social isolation. 20 Stigma and discrimination obstruct the uptake of HIV/AIDS interventions. A study done in Botswana and Zambia found that stigma against HIV-positive persons and fear of discrimination were the key reasons for the low uptake of voluntary counselling and testing to prevent mother-to-child transmission of the virus. 21 It has been argued that routinely testing for HIV as part of health delivery would normalize testing 22 and make AIDS less stigmatized. However, it is hard to imagine how this will happen given the issues of confidentiality surrounding HIV testing and the low rate of disclosure by those testing positive. Unless the current stigma and discrimination associated with HIV/ AIDS is seriously addressed, any policy of routine or mandatory testing could even be counter-productive by driving people away from health facilities if they know they will be tested.
Conclusion
Sub-Saharan Africa is contextually unique. The social, economic and cultural contexts within which HIV infects people and spreads across the continent differ considerably from those in other parts of the world. It is important that appropriate caution is exercised when prescribing policies that seem to have worked in other settings for use in Africa. Although HIV testing is crucial for effective prevention, making it routine or mandatory in sub-Saharan Africa may not be feasible in the short to medium term. What is important is the removal of the key barriers to HIV testing. In particular, the lack of access to ARV therapy, the inadequate health workforce that has incapacitated many health systems in Africa, the culture of poor use of health services and the widespread stigma and discrimination associated with HIV/AIDS must be tackled. HIV/AIDS, to a large extent, is a behaviour-induced epidemic, and like all such epidemics the object of prevention lies in individual behaviour changes which cannot be brought about by a policy of routine or mandatory testing alone. O
